Abstract
Objective-To determine the efficacy of psychiatric liaison schemes to magistrates' courts in shortening the period that mentally ill accused people spend in custody between arrest, the provision of psychiatric reports, and admission to hospital under the Mental Health Act 1983 and to establish the direct costs of setting up such schemes.
Design-A nine month prospective study of court referrals and concurrent analysis of prison records.
Setting-An inner London magistrates' court (Clerkenwell) and a large remand prison (Brixton).
Patients-Consecutive series of 80 remand prisoners receiving psychiatric assessment through a liaison scheme; 50 remand prisoners placed on hospital orders by magistrates' courts after being remanded to prison for reports; 364 psychiatric prisoners undergoing second opinion assessments at a remand prison; 520 offenders in a remand prison placed on hospital orders.
Main outcome measures-Comparison of lengths of time spent in custody for different stages of the assessment and disposal process.
Results-For the 50 remand prisoners assessed in prison the mean time from arrest to appearance in court with a psychiatric report was 33-7 days and from arrest to admission to hospital 50*8 days. For those examined in court under the liaison scheme the equivalent figures were 5*4 days (t= 12-63, p<0-0001) and days (t=13-04, p<00001). The number of hospital orders made at the court increased fourfold after the liaison scheme began. The additional direct costs of the scheme were negligible.
Conclusion-Psychiatric liaison services to magistrates' courts can greatly reduce the length of time that offenders with mental disorders spend in custody. Such schemes may increase recognition of offenders suitable for admission to hospital. A scheme could be established in some areas within existing service provision.
Introduction
People who are accused of criminal offences and thought to be mentally disordered may spend considerable periods in custody on remand so that psychiatric reports can be prepared by catchment area services.
Yet conditions in remand prisons are in general not suitable for the care of mentally disordered people.' 2 Treatment in such settings is problematical in that the treatment provisions of the Mental Health Act do not apply, and prisoners cannot be medicated against their will, except under common law. Concern has arisen about the number of suicides, and the regimens and conditions of detention have been harshly criticised. 1-4
Those remanded for reports will include seriously mentally disordered people who are in need of hospital treatment, some who do not have any form of treatable mental disorder, and a proportion who need only outpatient treatment.56 Some of those detained would normally have been bailed for reports were it not for residential instability. Some will be accused of nonimprisonable offences, and others will be detained on remand for longer than the period for which they were liable to be sentenced.
The traditional system for acquiring psychiatric reports is cumbersome and unsatisfactory. Once a mental disorder is suspected by the prison or the court a request is made by the prison medical service for a second opinion from the catchment area psychiatric service. A period elapses before the psychiatrist is able to attend the prison to make an assessment. There is then a further delay until the case next comes to court. Assessment to hospital order 12 9 (9-9 to 15 9) 1-8 (0 7 to 2-9) (n =39) <0 0001 6-48, df=87 Arrest to hospital order 33-7 (28-6 to 38-8) Arrest to admission 50 8 (45 9 to 55-6) 8-7 (5-9 to 11 4) (n= 33)*t <0 0001 13 04, df=81
*Six of those referred were on bail, four of whom were placed on hospital orders. tTwo failed to reach hospital.
hospitals, general practitioners, and social service departments by fax and telephone. The psychiatrists 2xamined those referred in the cell area and gave oral reports to the court on the same day. Recommendations were completed for hospital admission under both part 2 (the civil sections) and part 3 (the court sections) of the Mental Health Act 1983. Where hospital orders were made direct admission to hospital from the court was arranged if possible.
METHODS
As a preliminary investigation court records were used to ascertain the number of people placed on hospital orders at the courts in question during the 18 months before the liaison scheme to the court began. The length of time that those put on orders had spent in custody from arrest until the making of the order was ascertained, as well as the number of days between the hospital order being made and admission to hospital. In this retrospective sample numbers were likely to be small and only two courts were involved. Therefore a larger, more representative sample was investigated. Data were collected on 50 consecutive cases placed on hospital orders by London magistrates' courts after being remanded to Her Majesty's Prison, Brixton, a large remand prison, for the preparation of reports. This sample was contemporaneous with our liaison scheme at Clerkenwell. The number of days spent in custody for each period of the assessment process from arrest to arrival in hospital was recorded. Background data on the people concerned were gathered.
Two of the periods in the assessment process were of particular interest in that they could directly be influenced by psychiatric services. These were the length of time from the request for a second opinion from the catchment area service until the assessment was made and the number of days in custody between a hospital order being made and admission to hospital. It was decided to look at these in larger samples from the remand prison. The first was examined in a consecutive series of those receiving second opinion assessments at the remand prison. The second was examined in a consecutive series from the prison of people placed on hospital orders.
Data on remand length and background information were gathered for all those assessed by the liaison service to Clerkenwell Court over nine months. The length of time on remand for each stage of the process was compared for those processed by the liaison service and those processed through the remand prison. Several characteristics of the two groups were compared by Student's t test and the yX test.
Results
During the 18 months before the liaison scheme began only 18 hospital orders were made by the two courts in question, an average of one per month. This represents 0 24% of those appearing before the court on criminal charges. The mean time in custody from arrest to admission was 61 9 days, of which 13 8 days were spent waiting for a hospital bed after the order had been made. Table I gives the results for the main groups studied. For the 50 placed on hospital orders after second opinion reports at the prison the mean (950S, confidence interval) time from arrest to admission was 50 8 (45 9 to 55-6) days, of which 15 1 (112 to 18 9) days were spent awaiting the requested assessment, 12 9 (9 9 to 15 9) days waiting for the case to be dealt with after the assessment, and 16 9 (14 6 to 19 2) days waiting for a hospital admission after a hospital order had been made by the court. The length of time that it takes for a second opinion to be given in prison after a request to BMJ VOLUME 303 3 AUGUST 1991 the catchment area service was further examined for 364 consecutive second opinions given at the remand prison. This included both cases in which a hospital order was advised and cases in which other disposals were recommended. The mean (95% confidence interval) number of days spent awaiting assessment was 13-1 (11-7 to 14 4). There was no significant difference between this larger group and the group of 50 (t= 1 *2 1, df=412). The time taken for the hospital to admit the patient after the hospital order had been made was further examined in a consecutive sample of 520 remand prisoners. The average time was 14-98 (13-7 to 16 2) days. There was no significant difference between this and the figure for the group of 50 (t=1-64, df=568). Over nine months there were 80 referrals to the liaison scheme established at Clerkenwell Court. In six cases the magistrate bailed the defendant overnight to see the psychiatrists at court, although this was not the intention of the scheme. The psychiatrists recommended admission in 39 cases (nearly a halfofreferrals) under both parts 2 and 3 of the Mental Health Act. The recommendations were accepted in all cases by the court, although two patients failed to arrive at their destination. Of the total of 39 hospital orders made, 25 (64%) were under part 2 (the civil sections) of the act, section 2 assessment orders being used in 20 (80%) of these cases and section 3 treatment orders in the remainder. Changes were discontinued in all but four of these cases. The remaining 14 (36%) of the total were put on section 37 treatment orders under part 3 (court sections) of the act. Section 37 was used where the Crown Prosecution Service (or the psychiatrists) deemed it in the public interest that a conviction be recorded and on three occasions when no approved social worker could be found to make an application for a civil order. Civil orders were on occasion preferred where the receiving hospital agreed to take the patient under part 2, but not under part 3 without a review by their own nursing and medical teams.
In those reaching hospital through the liaison scheme, the mean (95% confidence interval) number of days from arrest to admission was 8-7 (5 9 to 11-4) compared with 50 8 (45-9 to 55-6) for the sample processed through the traditional system (t=13-04, df=81; p<0-0001). This was accomplished because the scheme virtually abolished three of the waiting periods: those from the request for assessment to assessment, from assessment to the order being made, and from the order being made to admission to hospital. However, holding offenders on remand overnight sometimes proved necessary due to a shortage of approved social workers (nine cases), lack of transport (two cases), and lack of beds (three cases). Two patients placed on orders failed to arrive in hospital. One absconded and one hanged himself in Brixton Prison while awaiting a hospital bed.
For those assessed under the liaison scheme, but not sent to hospital, the mean time from arrest to appearance in court with a report was 5-4 (4-0 to 6 7) days. This compares with 33-7 (28-6 to 38 8) days for those receiving second opinion assessments in prison (t= 12 63, df= 122; p<0 0001). Table II compares the characteristics of those processed through the traditional system and those assessed at Clerkenwell. No significant differences were found in the variables studied. Twenty three different catchment hospitals (and thus areas of domicile) received the patients from the Brixton sample and 15 those from Clerkenwell. The remand prison in this study contained only men, whereas those referred to the liaison service comprised 25% women, and of those sent to hospital through the scheme 21% were women. In all, 51 (85%) of the men referred in the liaison scheme were held in the remand prison under study but were excluded from the prison study groups. There were no significant differences between men and women handled by the liaison scheme either in time from arrest to appearance in court with a report (t=1-05, df=72) or in time from arrest to admission (t= 1 48, df=3 1). When the men handled by the liaison scheme are compared with those processed through the prison the differences in length in custody remain highly significant (arrest to court appearance with report t= 10-68, df= 104, p<0 0001; arrest to admission t= 11-43, df=74, p<00001). In all, 1-9% of offenders appearing before Clerkenwell court were referred to the liaison scheme, and 0-96% were admitted to hospital. This represents a hospital order rate of 4 3 a month, which is four times higher than that for the 12 months before the scheme began, after adjusting for a 9% increase in those appearing before the court between the two periods. Hospital orders on people charged with assaults increased by a factor of 2-7, but orders in crimes not involving personal violence increased fivefold. No significant differences were found (by Fisher's exact test) between those seen at Clerkenwell before and during the scheme in age, sex, offences of violence, homelessness, diagnosis, previous psychiatric admission, or previous conviction.
Discussion
The psychiatric liaison scheme to the magistrates' court resulted in a considerable decrease in the number of days that those remanded for psychiatric reports spent in custody when compared with the traditional practice of obtaining second opinions at the remand prison. This reduction was greater than 80%, both for those sent to hospital and those not.
For those placed on hospital orders the scheme achieved this reduction both by accelerating the provision of a report to the court and by arranging admission to hospital on the day the order was made. Notably, those placed on orders through the traditional system had to spend on average a further two weeks in custody before a hospital bed was BMJ VOLUME 303 provided. All Outcome of brittle diabetes
A brittle diabetic patient is one whose life is constantly disrupted by episodes of hyperglycaemia or hypoglycaemia of any cause.' The condition occurs in a minority of insulin dependent patients and usually results in repeated admission to hospital. An important type of brittle diabetes is characterised by recurrent attacks of ketoacidosis in young female patients. The clinical characteristics in these patients are remarkably stereotyped and they thus provide a useful model to study the long term outcome of brittle diabetes. We have followed up 20 such diabetic patients for a mean of eight years.
Patients, methods, and results
Between August 1979 and September 1985, 20 young females with C peptide negative, insulin dependent diabetes were referred to the Freeman Hospital, Newcastle upon Tyne, because of severely life disrupting recurrent ketoacidosis. Their mean age was 18-8 (SD 4 1) years and mean duration of diabetes was 7-7 (4-2) years. We sought follow up information on these women between March and November 1989, a mean of (1-4) years (range 5-0-10 0 years) after initial assessment. Each patient's consultant was contacted and asked for current clinical details (type and dose of insulin received, body weight, recent glycated haemoglobin concentration, frequency of hospital admission in the past 12 months, and diabetic complications). The consultants were asked to state whether the patient was still considered brittle, using the definition above. We analysed the results using Student's t test and the X2 test with Yates's correction.
Two patients died during follow up: one of ketoacidosis and one during an operation to implant a peritoneal insulin infusion cannula. The table summarises the results for the remaining patients. Though glycaemic control remained poor at follow up, the doses of insulin and rates of admission to hospital were considerably reduced. Consultants thought that 10 (56%) patients were no longer brittle and that four (22%) had improved. The brittleness in two patients was unchanged and in two others it had become more problematic: both had required implantation of insulin pumps and one had had a
